12-o'clock position near the equator, with little danger of it adhering to the neighbouring tissues. When a peripheral iridectomy is done the iris is retracted upwards by the assistant to expose the upper pole of the lens (Fig. 2) . This is done with a biunt hook or nontoothed iris forceps grasping the edge of the pupil at the 12-o'clock position. While constant pressure is being applied to the cornea with the squint hook, the cryoextractor, with the lens firmly adhering to it, is gently moved from side to side in order to rupture the zonule. As the lens becomes freer the side-to-side movements are increased and at the same time the lens is lifted into the wound. The delivery of the lens is assisted by the action of the squint hook tucking the cornea in behind the lower pole of the lens as it is being lifted out of the wound (Fig. 3) . When the lens is extracted the cornea is swept across below it closing the wound (Fig. 4) This method of cataract extraction requires that the corneal flap be lifted to about 600. Any immediate post-operative damage to the corneal endothelium was particularly looked for. In 16 cases the cornea was perfectly clear; in 8 cases mild endothelial striae, as is often seen following forceps extraction, were noted; in one case marked endothelial opacification was present and had not completely cleared three months later, although visual acuity was 5/12. Discussion When the temperature of a tissue is lowered below its freezing point it solidifies. The freezing point of any tissue depends on the water content of the tissue. Kelman and Cooper (1963) , using a cryogenic system originally devised for thalamic surgeryconsisting of a cannula with a circulation of liquid nitrogen and the degree of coldness at the tip being controllable-found that the lens capsule became adherent to the tip when the temperature was -50C. With further lowering of the temperature an increasing amount of the underlying lens matter becomes frozen. They also found that a lens suspended from a cryosurgical cannula can support a weight of 250 g., whereas a lens suspended from an Arruga forceps ruptured when subjected to a weight of above 7 5 g. It is because the cryoextractor has a firm grip on the lens that Krwawicz (1963) claims his method reduces the risk of accidental rupture of the capsule. In 660 cases that he has reported he had a 2 per cent. incidence of capsule rupture. In this present series there were 2 cases of capsule rupture. One case was at the beginning of the series when the iris and cornea had adhered to the probe, and the failure was due to faulty technique. In the other case there was no apparent fault in the technique and it must be included as a failure of the cryosurgical method.
Two cases of hypermature Morgagnian-type cataracts were operated on. These probably would have been difficult to remove intracapsularly, but they froze firmly to the cryoextractor and were extracted easily.
One case of endothelial damage occurred which may have been caused by lifting the corneal flap. However, it was the first case in this series and no similar damage has since been seen. Accidental freezing of the cornea occurred on two occasions and resulted in no permanent damage.
It is felt that this method has certain advantages over the conventional forceps method. Hypermature cataracts and immature cataracts in the swelling stage are often difficult or impossible to grasp with forceps, whereas their intracapsular extraction by cryosurgery is much more certain. Cryoextraction in these selected cases would seem advisable. When used routinely for all cataract operations there may be a statistical decrease in accidental capsule rupture. The danger of the probe becoming adherent to neighbouring tissues is a very real one, especially when one is first learning the technique. Adherence to the cornea or sclera is not serious and can easily be separated, but the delicate tissue of the iris may be torn and has to be excised.
Summary
A review of cryosurgery in ophthalmology is given. Cryoextraction after Krwawicz's method is described, and of the 25 cryoextractions performed, 23 were intracapsular, with accidental capsule rupture in 2 cases. The advantages of removing hypermature and intumescent cataracts by this method and the reduced risk of accidental capsule rupture are discussed. The disadvantages of accidental adherence to other ocular tissues, particularly the iris, are mentioned.
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